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300.610a)
300.1210 b)5)
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| Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committes, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting,

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary

| care and services to attain or maintain the highest

practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each
resident to meet the total nursing and personal
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care needs of the resident.

5) All nursing personnel shall assist and
encourage residents with ambulation and safe
transfer activities as often as necessary in an
effort to help them retain or maintain their highest
practicable fevel of functioning.

c) Each direct care-giving staff shall review
and be knowiedgeable about his or her residents'
respective resident care plan.

d) Pursuant to sybsection (a), general
nursing care shall include, at a minimum, the
following and shall be practiced on a 24-hour,
seven-day-a-week basis:

6) All necessary precautions shall be taken
to assure that the residents' environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

These requirements are not met as evidenced by:

Based on observation, interview and record
review, the facility failed to investigate falls and
implement progressive interventions to prevent
additional falls for 5 of 13 residents (R11, R26
R41, R52, R60) reviewed for falls in the sample
36. This failure resulted in R26 and R60
sustaining fractured hips and requiring
hospitalization.

Findings include:
1. On 5/26/22 at 2:15 PM, V32, Certified Nurse's

Assistant (CNA), and V27, CNA, attempted to
transfer R26 out of her wheelchair (w/c) to bed to
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perform catheter care. R26 was sitting in her wic,
slumped over at her waist, and refused to get out
of her chair despite several attempts and
encouragement from CNAs. V32 stated R26 is
usually agreeable to laying down after supper and
they provide catheter care at that time. V32
stated they will reapproach R26 again in a little bit
to see if she is agreeable to getting out of her
chair.

R26's Face Sheet documents her diagnoses to
include Type 2 Diabetes Mellitus, Hypertension,
Insomnia, Major Depressive Disorder, History of
Falling, Unspecified Dementia Without Behavioral
Disturbance, Difficulty in Walking, Not Elsewhere
Classified, Unsteadiness on Feet, Other
Abnormalities of Gait and Mobility, and Muscle
Wasting and Atrophy, Not Elsewhere Classified,
Multiple Sites.

R26's Minimum Data Set (MDS), dated 3/31/22,
documents she is severely cognitively impaired
and requires extensive assist with bed mobility
and transfers. The MDS documents she is
dependent for locomotion on and off the unit.

R26's Fall Risk Evaluation, dated 5/17/22,
documents a score of 13, indicating she is at
increased risk of falls.

R26's Care Plan dated 4/3/20 documents: "l am
atrisk for falls related to previous fall, cognition,
unsteadiness.” The care plan lists the following
falls: 10/04/21 Fall from recliner attempting
self-transfer, 12/13/2021 slide from chair; Fall
1/17/22; Fall 1/27/22, Fall 3/1/22; Fall 3/28/22;
Fall 5/8/22 fall from wic.

R26's Un-Witnessed Fall Report, dated 10/4/21 at
7:15 AM, documents: "This writer was outside of
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